Abstract: This study examines the relationships among three health status indicators (self-perceived health status, objective health status, and future health risk) and life insurance holdings in 16 European countries. Our results show that households with poor self-perceived health status and high future health risk are less likely to purchase life insurance in the entire sample as well as in the subsample for countries with a national health system (NHS). In non-NHS countries, those households that have high future health risk are less inclined to purchase life insurance. In terms of preferences for types of life insurance policies (term life, whole life, both, or none) in the whole sample, poor self-perceived health status and high future health risk are less inclined to hold only term life insurance policy. In addition, poor self-perceived health status and high future health risk have a negative impact on holdings of both types of life insurance. Our findings reveal that there is no adverse selection problem in the life insurance market, especially in European countries with NHS.
Introduction
Life insurance has a special standing among households, used to hedge against the loss of income resulting from an unexpected death [1] Life insurance often helps to carry out family responsibilities such as educating children, paying off mortgage or other debt, and providing revenue for survivors [2] .
From prior studies on the relationship between health status indicators and medical insurance purchases, poor health status is negatively associated with the purchase of medical insurance in the US [3] and Europe [4] . Buchmueller et al. [5] observe that those with private health insurance have lower hospital utilization than those without private health insurance in Australia. In China, rural residents enrolled in The New Cooperative Medical Scheme have higher probability of shifting from working for others to being self-employed and from being temporarily employed to being self-employed [6] .
are not covered by the public pension system to buy life insurance and accumulate their wealth to reach higher wealth levels [31] . Andersson and Eriksson [32] also show that compulsory pension reduces the demand for life insurance. Sauter et al. [13] indicate that the impact of public pension as an income source on life insurance demand depends on the relative levels of savings and bequest motive.
Life Expectancy
Li et al. [11] indicate that longer life expectancy is associated with a lower demand for life insurance in OECD countries. In contrast, Inkmann and Michaelides [27] find that term life insurance purchases decrease with higher survival probabilities among elderly households in England. Beck and Webb [9] observe that life expectancy has no connection with life insurance consumption across countries. Thus, we expect the effect of life expectancy on life insurance purchase to be uncertain.
Religion
Based on the literature, the effect of religion on the demand for life insurance varies. Burnett and Palmer [33] indicate that households without religious beliefs have a more positive attitude toward purchasing higher levels of life insurance coverage than those with religious beliefs in the US. In addition, life insurance consumption is significantly lower in Islamic nations [34] and Muslim populations [9, 29] . However, Loke and Goh [35] (2011) consider ethnicity as the proxy for religion and demonstrate that both Indians and Chinese are inclined to hold life insurance policies compared to Malays. Thus, we expect that the effect of religion on the demand for life insurance varies due to the differences in religious beliefs (In the SHARE questionnaire, there is generalization of questions pertaining to religious participation. Therefore, religions are not separated into specific categories).
Materials and Methods

Materials
This study uses data from Wave 4 (2010-2011) of SHARE, a survey of households from 16 European countries. It also contains previous information from Wave 1 and Wave 2 (Data from Wave 1 (2004) of SHARE is from 11 countries: Austria, Denmark, France, Germany, Greece, Italy, the Netherlands, Spain, Sweden, Switzerland, and Belgium. Three new European Union members, the Czech Republic, Poland, and Ireland, are included in Wave 2 of SHARE (2006) (2007) . Wave 3 (2008 Wave 3 ( -2009 ), SHARELIFE, collects detailed retrospective life histories in 13 countries. All questions are standardized across countries, allowing for consistent international comparisons.). The initial data on life insurance holdings is from households in 11 countries in Wave 1 (2004 Wave 1 ( -2005 . Any changes in life insurance holding statuses between Wave 2 (2006 Wave 2 ( -2007 and Wave 4 (2010 Wave 4 ( -2011 are noted. In particular, if a household initially has life insurance holdings in Wave 1, but no life insurance holdings in Wave 2, we consider this household as without life insurance in Wave 4. As changes in life insurance holdings are likely to be related to marital status, we use the marital status specified in Wave 4. In addition, our inference is based on health status measured at the time of the interview, while life insurance purchase is a decision made beforehand.
We analyze the purchasing of life insurance based on the information provided by households in the following 16 countries: Denmark, Sweden, Austria, Belgium, France, Germany, the Netherlands, Switzerland, Poland, the Czech Republic, Italy, Spain, Hungary, Portugal, Slovenia, and Estonia, in Wave 4 (Certain numbers of observations are removed from the panel respondents participating in both waves, particularly for the primary countries Greece and Ireland in which respondents participate in the initial waves but not in Wave 4). SHARE is conducted among households with at least one member aged 32 or more. We focus on the overall financial situation of households and those with respondents who are aged 50 to 90, eliminating observations with missing values for any of the variables relevant to our analysis. Our overall sample consists of 34,341 households. SHARE is an international, multidisciplinary, and balanced longitudinal survey of various countries in Europe, developed to address research issues on aging. As the main structure of the SHARE survey is generic, the instrument is fixed, and all questions are standardized across countries, our findings allow for consistent international comparisons. SHARE provides comprehensive information on standard demographic variables, health, cognition, intensity of social interaction, and a variety of economic and financial variables, including net wealth, gross income, and household total consumption (For all waves, SHARE interviewers conduct computer-assisted personal interviews to collect most of the data. The structure of the computer-assisted personal interviewing instrument is generic, the instrument is fixed, and only the language used varies among the countries. A detailed description of SHARE data and methodology is published in Börsch-Supan, et al. [36] . Data is available to registered users on the SHARE website (http://www.share-project.org)).
In this paper, health risk is evaluated based on medical expenditures, which affect a household's decision to buy life insurance. Health risk is a function of current and expected health statuses and medical expenditures. These depend not only on health risk, but also on health insurance coverage.
To examine how health risk affects life insurance holdings, we classify countries into two groups: (1) with publicly supported NHS, which offers full coverage; and (2) with NHS that does not provide full coverage (non-NHS). Rather, several forms of private health insurance cover medical expenditures. This raises the overall degree of background risk and hence life insurance holdings may decrease. We split the sample using a method similar to that described by Atella et al. [7] and Bressan et al. [8] , distinguishing between countries with NHS with full coverage (Sweden, Spain, Italy, Denmark, Czech Republic, Poland, Hungary, Portugal, Slovenia, Estonia) and countries with NHS with partial coverage (Austria, Germany, the Netherlands, France, Switzerland, Belgium).
Consequently, we expect that an important effect of NHS is on the household decision to hold/buy life insurance. This enables us to investigate whether households are willing to buy life insurance when the financial consequences of health risk are diminished by a highly protective NHS.
In this study, household propensity to purchase life insurance is the dependent variable. We then focus on the health status variables: SPH (the overall assessment by respondents of their health in general), OHS (current overall health status based on the number of chronic diseases), and FHR (as measured by average number of risky behaviours and chronic diseases).
Statistical analysis is applied at the household level, based on responses by household financial respondents. Particularly, financial transfer and asset questions are answered by financial respondents on behalf of the household. Life insurance holdings and types of life insurance variables are also based on financial respondents' responses [11] .
Variables
This section describes the variables based on the characteristics of the households in the whole sample which includes NHS and non-NHS countries. We define three health status variables (SPH, OHS, and FHR) by following the study of Atella et al. [7] who examine the association between health status and portfolio choices in NHS and non-NHS countries separately.
In addition to examining the effects of health status variables on life insurance holdings, we investigate holdings of three categories of life insurance. Basically, life insurance can be classified into term life and whole life. Term life is insurance with a fixed period without cash value after the policy is terminated, but the policyholder can receive claim payment for certain risks during the policy's effective period. Whole life insurance accumulates cash value during the policy period and pays death benefits if the insured dies.
The variables used in this paper are defined as follows: (The detailed information of all variables in this study is shown in the Appendix A, Table A1 .)
Life insurance holding: a dummy variable that equals 1 if household holds life insurance and 0 otherwise.
Types of life insurance: a category variable from 1 to 3 (1 = term, 2 = whole, 3 = both). SPH dummy: Self-perceived health status, categorical: from 1 "very good" to 5 "very bad". We define SPH = 1 if poor self-perceived health (indicating level 3, 4 or 5), SPH = 0 if good health (indicating level 1 or 2). OHS: OHS is a determinant of current overall health status that considers not only SPH status, but also the numbers of chronic diseases. This study looks at eight types of chronic diseases, including high blood pressure, diabetes, cancer, lung disease, heart disease, stroke, psychological disorder, and arthritis. Following the procedure used in Zhang et al. [37] , the predicated health indicator is obtained from the following formula.Ĥ * i is re-scaled to value in [0, 1]:
whereĤ max andĤ min are, respectively, the largest and the smallest predicted values. The association between life insurance and health can be analysed using the adjusted health indicator H * i as the well-being measurement. Thus, households with poor health are more likely to have higher OHS value (Attela et al. [7] use a more complicated term "weighted number of chronic diseases", where the weights are derived according to the degree of severity of disease and the implied disability [38] .). FHR: FHR is evaluated by increasing function of the average number of risky behaviours (smoking, drinking, and a sedentary lifestyle), the household's Asymptomatic Objective Health Status (measured as the average number of diseases, blood pressure, blood cholesterol, and osteoporosis) and decreasing function of average household grip strength. The higher the score, the greater the number and severity of perceived problems (Readers may refer to Attela et al. [7] for more information on the definition of FHR.). Age ≥ 65: a dummy variable that equals 1 if the age of household respondent is 65 or older and 0 if the age of household respondent is less than 65. Higher education: a dummy variable that equals 1 if the number of years of education completed is more than or equal to 10 and 0 otherwise. Marital status: a scale from 1 to 4 (1 = married, 2 = divorced, 3 = widowed and 4 = never married). With children: a dummy variable that equals 1 if household includes child(ren) and 0 otherwise. Household size: the total number of household members. Household income per capita: the monthly household income divided by household size. Net wealth per capita: the monthly household net wealth divided by household size. Pension: household pension. Probability of receiving inheritance: the probability of receiving any positive amount of inheritance. Higher life expectancy: a dummy variable that equals 1 if household expects to live at least 10 years and 0 otherwise. Social activity: a dummy variable that equals 1 if household has social interaction and 0 otherwise. Religious participation: a dummy variable that equals 1 if household participates in religious activities and 0 otherwise. Non-NHS: a dummy variable that equals 1 if household is in non-NHS country and 0 if household is in NHS country. Health spending from coverage: the country-level data of health spending from government or compulsory schemes. Out-of-pocket health spending: the country-level data of health spending from voluntary schemes or household out-of-pocket payments. Future retirement age: the country-level data of the future retirement age for a person who entered the labour force at age 20 (average age if future retirement ages are different from men and women). Gross pension replacement rate: the country-level data of the gross pension entitlement divided by gross pre-retirement earnings in term of country level (average value if gross pension replacement rates are different from men and women).
Methods
The following probit model [39] 
where Y is the binary response variable, life insurance holdings, and β i (i = 1, 2, 3) are the parameters of the three health status variables (SPH dummy, OHS, and FHR). Interactions of different variables and country variable are included in (1) . ε is an error term. Atella et al. [7] test the effects of health status variables with age by splitting the data into distinctive groups to analyse whether FHR varies by educational level in terms of portfolio choice. It is interesting to evaluate how the three health status variables (SPH dummy, OHS, and FHR) interact with some demographic characteristics (Education, Age ≥ 65) to impact on the decision to hold life insurance. To examine the holding of life insurance, health status variables are multiplied by educational level and by age for the whole sample and NHS and non-NHS subsamples.
In addition, we follow Barasinska et al. [40] (This study focuses on individual risk attitudes and the composition of financial portfolios in Europe) to examine the marginal effects of J outcomes (J = 4) using the following multinomial logit (hump-shaped pattern) regression model to analyse the probability of observing a specific type of life insurance holding, Prob Y j , in the pooled data from all 16 countries:
in which X is the vector of explanatory variables that include health status variables (SPH dummy, OHS, and FHR) and other controls. Table 1 provides the summary statistics and means for all variables. Of the 34,341 households, 21% hold life insurance in the whole sample, 18.5% in NHS countries, and 24.3% in non-NHS countries. In the whole sample, households with life insurance have lower incidences of poor SPH, OHS, and FHR (29%, 0.07, and 0.25, respectively) compared with those without life insurance (43%, 0.11 and 0.33, respectively). To sum up, these three health status variables are significantly lower among those with life insurance than among those without life insurance in both NHS and non-NHS countries.
Results
Descriptive Statistics
In general, younger age (50-64 compared to 65 and above), higher educational level, married status, with children, larger household, higher income and net wealth, lower pension, lower health spending from coverage, lower out-of-pocket health spending, lower future retirement age, lower gross pension replacement rate, higher probability of receiving inheritance, higher life expectancy (50% or higher), socially active, and more religious are more strongly associated with holding life insurance. However, households with certain religious beliefs tend to have life insurance holdings only in countries with NHS (Table 1) . To examine the strength of association for life insurance purchase and explanatory variables, we calculate Pearson's correlation. The results are shown in Table A2 . There is significantly negative association between life insurance holdings and the three health status variables. Table 2 reports the marginal effects of the variables of interest on the decision to hold life insurance for the whole sample. We first examine the marginal effects of each health status indicator (SPH, OHS, or FHR) separately on the decision to hold life insurance and then examine all three health status indicators simultaneously. For simplification, we only display the estimation results of model including three health status indicators simultaneously in Table 2 . The estimation results for each health status indicator (SPH, OHS, or FHR) are provided in Appendix A Table A3 .
The Whole Sample
In Table 2 , when we consider all three health status variables simultaneously, the marginal effects of SPH and FHR decrease the probability of purchasing life insurance by 2.1% and 1.2%, respectively. It is important to note that SPH is the most influential factor among the three variables in the decision to hold life insurance.
Younger households (50 ≤ age < 65) are more likely to hold life insurance. The marginal effects of age over 65 decrease the probabilities of purchasing life insurance by 12.7%. Our results confirm that the marginal effects of higher educational level increase the probabilities of owning life insurance by 2.2%.
In addition, compared with households in which respondents are divorced or widowed, married households are more likely to hold life insurance, consistent among all three health status variables. We also find that households with children have a higher propensity to hold life insurance the probabilities of purchasing life insurance increase by 2.8%, respectively. Moreover, the probability of holding life insurance increases with both income and net wealth. In addition, the probabilities of receiving inheritance and higher life expectancy (50% or higher) are associated with higher probabilities of owning life insurance.
Furthermore, household pension income is significantly and negatively associated with the decision to buy life insurance and households that are more socially active and possess religious beliefs are more inclined to purchase life insurance. Health spending from coverage (out-of-pocket health spending) is significantly and positively (negatively) associated with the decision to purchasing life insurance, indicating that households are more likely to hold life insurance when there is more (less) health spending from government or compulsory scheme (voluntary schemes or household out-of-pocket payments). In addition, for the impact of national pension system, our results show that future retirement age has a negative and significant association, whereas gross pension replacement rate has positive and significant association, with life insurance holding. Finally, people in advanced countries are more inclined to own life insurance, when compared with those in emerging countries.
Analysis for Interaction Effects
The second column in Table 2 presents the results for the interaction terms among the three health status indicators and non-NHS countries. Unhealthy households (in terms of bad perceived health or poor objective health status) are less likely to own life insurance, except those with higher SPH located in non-NHS countries. This indicates that those households with poor self-perceived health status are more likely purchase life insurance in non-NHS countries than in NHS countries. 
NHS versus Non-NHS Countries
We next investigate whether NHS impacts on the relation between health status and life insurance holdings, by analyzing the data of the two subgroups: NHS versus non-NHS countries. We follow the same MNL model to observe whether there is significant impact by any explanatory variable on the dependent variable in the whole sample. Table 3 shows that the estimated marginal effects are different from the results of the whole sample. When considering all three health status indicators together, we find that SPH and FHR health status variables are significantly and negatively associated with life insurance only in NHS countries (2.7% and 0.9%, respectively). The estimation results for each health status indicator (SPH, OHS, or FHR) are provided in Table A4 displayed in the Appendix A. However, only FHR has a significant influence on the decision to purchase life insurance (1.7% decrease) for non-NHS countries. The results of the other explanatory variables in NHS countries are comparable with the findings of the whole sample, except for pension. In contrast, our empirical findings related to the relationship between religion and life insurance demand are unclear in non-NHS countries.
We investigate the interaction effects, focusing on those among the three health status variables and two demographic variables of older age (Age ≥ 65) and higher level of education, following Atella et al. [7] . This study highlights the impact of age on household decisions to hold risky assets. The primary intention is to examine those interactions and whether there are differences in health factors depending on if the person in the household deciding on life insurance purchase is elderly or highly educated. Table 4 illustrates that there is no significant result for the interaction terms among the three health status variables and the higher level of education. We further test the interaction effects of health status with old age (Age ≥ 65) on the probability of owning life insurance in the whole sample and in the two subsamples, NHS and non-NHS countries, separately, shown in Table 5 . Interestingly, the marginal effects of the interaction between FHR and Age ≥ 65 on life insurance are strongly (1%) significant for both whole sample and in the subsample of non-NHS countries when considering the health status variables together. We present the estimation results by considering each health status individually, provided in Appendix A Table A6 . This implies that elderly households with high probability of future risk tend to purchase life insurance. However, it is very difficult for insurers to distinguish among the types of health situations that insured may present with in the future. Table 4 . Interaction terms with three health status indicators and higher education, whole sample, NHS countries, and Non-NHS countries, Age 50+.
Dep. var.: Binary for Holding Life Insurance
The 
Marginal Effect of the Preference for Type of Life Insurance
The marginal effects of each of the three health status variables on the probability of holding different types of insurance are estimated for the whole sample, including term life insurance, whole life insurance, both (term life and whole life insurance) policies, and no life insurance. When we consider only OHS indicator in our regression model, our results show that OHS is only significantly and negatively related to both types of life insurance, the estimation results are shown in Table A7 exhibited in the Appendix A. When considering all three health status variables, shown in Table 6 , the results reveal that households with poor SPH or high FHR risk are less likely to hold only term life or both types of life insurance. It seems that poor health statuses (for SPH and FHR indicators) are not supportive of holding only term life insurance. A possible explanation is that term life policy is associated with relatively lower premiums compared to whole life policy and insurers have stricter underwriting process in terms of evaluating the health condition of the insured. Thus, households with poor health status are less likely to buy a term life policy. In contrast, those with no life insurance have lower SPH and higher FHR. However, we do not find any significant evidence for the relationship between the decision to own only whole life insurance and health status. Our results show no clear confirmation of the association between any of the three health status variables and whole life insurance holdings. Households without life insurance holdings are more likely to have serious health conditions or risks. Moreover, households with term life insurance only are more likely to be young, highly educated, married, socially active and more religious, with children, higher income and net wealth, higher probability of receiving inheritance, and higher life expectancy. In addition, households with whole life insurance are more likely to have married, divorced, or widowed respondents and young, highly educated, socially active and more religious, higher income and net wealth, higher probability of receiving inheritance, and higher life expectancy. Furthermore, owning both types of life insurance is significantly associated with younger age, married status, with children, higher income and net wealth, higher probability of receiving inheritance, higher life expectancy, and being socially active.
The signs of demographic variables for the households having no life insurance are, in general, the opposite of those for the households purchasing different types of insurance. The characteristics of the households with no life insurance holdings include older age, lower educational level, unmarried status, with fewer children, having less financial possibility but higher pension income, lower probability of receiving inheritance, lower life expectancy, socially inactive and less religious.
Discussion
To our knowledge, this is the first study that examines the effects of three different health status indicators on the demand for life insurance in European countries. Our findings show that two health status indicators (SPH and FHR) are negatively associated with the decision to hold life insurance in the whole sample, but only in NHS countries on subgroup analysis. Our results are consistent with the findings of Fang and Kung [15] , in which healthy individuals are more likely to have life insurance in the US. However, results of subgroup analysis show that only FHR has a decreasing effect on the purchase of life insurance in non-NHS countries.
Consistent with Inkmann and Michaelides [27] , we find a negative relationship between age and households owning life insurance. An earlier study by Zeitz [26] did not reveal evidence of an association between educational level and the holding of life insurance. Later on, Ward and Zurbruegg [29] and Li et al. [11] demonstrated that life insurance demand is lower (higher) among households with lower (higher) educational level. Thus, this study provides additional confirmation that educational level is positively associated with life insurance demand. Moreover, consistent with the findings in the literature on the bequest motive [27, 28] , our results reveal that households with married respondents or with children have a higher propensity to hold life insurance.
In addition, consistent with the literature [10, 11, 26] , our findings also indicate that households with higher income level or higher net wealth have higher life insurance demand. Interestingly, we find that households with religious beliefs are more inclined to hold life insurance. However, this finding differs from those of previous studies on Islamic countries and Muslim communities [9, 29, 34] . Thus, from the literature and our results, we conclude that the decision to purchase life insurance might depend on particular religious beliefs.
Moreover, our results demonstrate that both SPH and FHR health status indicators are significantly and negatively associated with life insurance holdings in the entire sample as well as in the subsample in NHS countries. However, only FHR has a significantly negative impact on the decision to purchase life insurance in non-NHS countries. Our findings contradict those of Atella et al. [7] , in which the relationship between health status variables and risky financial assets holdings are ambiguous in NHS countries, but the holdings of risky financial assets decrease in households, based on SPH and FHR in non-NHS countries. Our findings also differ from those of Bressan et al. [8] who reveal that SPH is significantly and negatively related to direct and indirect stockownership in both NHS and non-NHS countries. The implication of our study is that the decision to hold life insurance or risky assets among households differs from the assessment of financial tools from the risk management point of view.
Conclusions
Compared with previous works of other determinants on life insurance ownership based on data from only one country, our study examines household life insurance holdings in 16 European countries and focuses on three health status variables. We also investigate the impact of health status on the purchase of different types of life insurance (term life only, whole life only, or both types) and characteristics of the health care system in the countries of residence. In all cases, we include a set of standard socio-economic and demographic variables as control variables. Our whole sample is classified into NHS and non-NHS countries, depending on national health insurance coverage.
Our results demonstrate that both SPH and FHR health status variables are negatively related to life insurance holdings in the whole sample and in NHS subgroups, indicating that unhealthy households are less likely to hold life insurance. In non-NHS countries, only FHR has negative effects. This implies that households treat national health insurance as a self-insurance mechanism, substituting market insurance for NHS. We also find that older households with higher FHR are more inclined to hold life insurance in the pooled data and non-NHS sample.
There are some interesting findings on the demand for different types of life insurance in the whole sample. The results demonstrate that both SPH and FHR health status indicators have negative impacts on holding term life only and on holding both term life and whole life insurance policies. In contrast, there is no relationship between health status and holding whole life only. It seems that there is no adverse selection problem in the life insurance market, especially in European countries with NHS. Our empirical results may provide policy implications for insurers in European countries in that the marketing strategies for life insurance should consider not only demographic factors, but also household health status and national health insurance coverage.
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Main independent variables
SPH dummy
Self-perceived health status, categorical: from 1 "very good" to 5 "very bad". The dummy variable measures poor self-perceived health and takes the value of 1 whenever average household Perceived Health Status is "fair" (3), "bad" (4), or "very bad" (5), and takes the value 0 otherwise. SPH discrete Self-perceived health status, categorical: from 1 "very good" to 5 "very bad".
Objective health status (OHS)
OHS variable is the determinant of current overall health as this variable not only considers the SPH status but also the numbers of chronic diseases. The higher the score the greater the number and severity of perceived problems.
Future Health Risk (FHR)
The variable FHR is evaluated by the increasing function of the average number of risky behaviours (smoking, drinking, and a sedentary lifestyle), the household's Asymptomatic Objective Health Status (measured as the average number of diseases, blood pressure, blood cholesterol, and osteoporosis), and decreasing function of average household grip strength. The higher the score the greater the number and severity of perceived problems. We construct this health variable according to the method described by Atella et al. (2012) .
Demographic variables
Age In order to construct age variable, we use respondent's birth year. Age ranges from 50 to 90 years, with two subgroups: younger (50 < age < 65) and elderly (aged ≥ 65).
Education
Education systems in SHARE countries are highly heterogeneous. We follow Atella et al. (2012) to rely on the completed years of education rather than educational degrees. How many years have you been in full time education (including receiving tuition, engaging in practical work or supervised study or taking examinations). Possible range is 0-25 years. High level of education is defined as the number of completed years of education higher than or equal to 10 and low level of education is equal to compulsory full education, which is 9 years.
Marital status
What is your marital status? 1. Married and living together with spouse, 2. Registered partnership, 3. Married, and living separated from spouse, 4. Never married, 5. Divorced, 6. Widowed. We define married individuals as those providing one of the first three answers.
With children How many children do you have that are still alive? Please count all biological, foster, adopted and stepchildren.
Household size Total number of household members.
Household income ('000s euro)
We focus on wave 4, thus Version B (thinc2) is more suitable to our study. Version B is obtained from the one shot question on total household monthly income.
Net wealth
The sum of the financial and real assets of the household (including the value of owned property) net of financial liabilities.
Pension ('000s euro) Annual old age & early retirement pensions (ypen1). Table A1 . Cont.
Variables Description
Future retirement age
The future retirement age for a person who entered the labor force at age 20. Source: OECD.Stat (https://stats.oecd.org/Index.aspx).
Gross pension replacement rate
The gross replacement rate is defined as gross pension entitlement divided by gross pre-retirement earnings. Source: OECD.Stat (https://stats.oecd.org/Index.aspx).
Health spending from coverage (billion euro)
The country-level data of health spending from government or compulsory schemes. Source: OECD.Stat (https://stats.oecd.org/Index.aspx).
Out-of-pocket health spending (billion euro)
The country-level data of health spending from voluntary schemes or household out-of-pocket payments. Source: OECD. Stat (https://stats.oecd.org/Index.aspx).
Prob. of inheritance
Thinking about the next ten years, what are the chances that you will receive any inheritance, including property and other valuables (0-100 percent)?
Higher life expectancy
To define life expectancy, we use the question "What are the chances that you will live to be age [75/80/85/90/95/100/105/110/120] or more?" Possible choices are between 0-100. High life expectancy defined as higher than or equal to 50 percent of the individuals expecting to live at least 10 years. Less than 50 percent defines low life expectancy.
Lifestyle variables
Socially active Social participation is defined by the question of "Gone to a sport, social or other kind of club and political or community in the past twelve months?". 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) Net wealth per capita 0.00468 *** 0.00870 *** 0.00242 *** −0.0158 *** 0.00480 *** 0.00865 *** 0.00261 *** −0.0161 *** 0.00475 *** 0.00865 *** 0.00258 *** −0.0160 *** (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) Net wealth per capita squared 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) Prob. of receiving inheritance 0.00013 *** 0.00029 *** 0.00024 *** −0.0006 *** 0.00014 *** 0.00028 *** 0.00024 *** −0.00067 *** 0.00013 *** 0.00028 *** 0.00024 *** −0.0007 *** (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) Pension −0.000757 ** −0.00147 *** −0.00220 *** 0.00443 *** −0.000745 ** −0.00147 *** −0.00215 *** 0.00436 *** −0.000757 ** −0.00146 *** −0.00221 *** 0.0044 *** (0.000) (0.000) (0.000) (0.001) (0.000) (0.000) (0.000) (0.001) (0.000) (0.000) (0.000) (0. 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) Net wealth per capita 0.00468 *** 0.00870 *** 0.00242 *** −0.0158 *** 0.00480 *** 0.00865 *** 0.00261 *** −0.0161 *** 0.00475 *** 0.00865 *** 0.00258 *** −0.0160 *** (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) Net wealth per capita squared 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) Prob. of receiving inheritance 0.00013 *** 0.00029 *** 0.00024 *** −0.0006 *** 0.00014 *** 0.00028 *** 0.00024 *** −0.00067 *** 0.00013 *** 0.00028 *** 0.00024 *** −0.0007 *** (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) Pension −0.000757 ** −0.00147 *** −0.00220 *** 0.00443 *** −0.000745 ** −0.00147 *** −0.00215 *** 0.00436 *** −0.000757 ** −0.00146 *** −0.00221 *** 0.0044 *** (0.000) (0.000) (0.000) (0.001) (0.000) (0.000) (0.000) (0.001) (0.000) (0.000) (0.000) (0. 0.00013 *** 0.00029 *** 0.00024 *** −0.0006 *** 0.00014 *** 0.00028 *** 0.00024 *** −0.00067 *** 0.00013 *** 0.00028 *** 0.00024 *** −0.0007 *** (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) Pension −0.000757 ** −0.00147 *** −0.00220 *** 0.00443 *** −0.000745 ** −0.00147 *** −0.00215 *** 0.00436 *** −0.000757 ** −0.00146 *** −0.00221 *** 0.0044 *** (0.000) (0.000) (0.000) (0.001) (0.000) (0.000) (0.000) (0.001) (0.000) (0.000) (0.000) (0.001) Future retirement age −0.00622 *** −0.00318 *** −0.00624 *** 0.0156 *** −0.00624 *** −0.00317 *** −0.00624 *** 0.0157 *** −0.00628 *** −0.00317 *** −0.00640 *** 0.0159 *** (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) Gross pension replacement rate 0.00148 *** −0.00088 *** −0.000092 −0.00050 *** 0.00148 *** −0.00088 *** −0.000098 −0.000495 ** 0.00149 *** −0.000885 *** −0.0000812 −0.000520 *** (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) Health spending from coverage −0.0423 *** 0.0640 *** 0.0572 *** −0.0789 *** −0.0425 *** 0.0640 *** 0.0579 *** −0.0794 *** −0.0425 *** 0.0641 *** 0.0585 *** −0.0800 ** 0.00013 *** 0.00029 *** 0.00024 *** −0.0006 *** 0.00014 *** 0.00028 *** 0.00024 *** −0.00067 *** 0.00013 *** 0.00028 *** 0.00024 *** −0.0007 *** (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) Pension −0.000757 ** −0.00147 *** −0.00220 *** 0.00443 *** −0.000745 ** −0.00147 *** −0.00215 *** 0.00436 *** −0.000757 ** −0.00146 *** −0.00221 *** 0.0044 *** (0.000) (0.000) (0.000) (0.001) (0.000) (0.000) (0.000) (0.001) (0.000) (0.000) (0.000) (0.001) Future retirement age −0.00622 *** −0.00318 *** −0.00624 *** 0.0156 *** −0.00624 *** −0.00317 *** −0.00624 *** 0.0157 *** −0.00628 *** −0.00317 *** −0.00640 *** 0.0159 *** (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) Gross pension replacement rate 0.00148 *** −0.00088 *** −0.000092 −0.00050 *** 0.00148 *** −0.00088 *** −0.000098 −0.000495 ** 0.00149 *** −0.000885 *** −0.0000812 −0.000520 *** (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) Health spending from coverage −0.0423 *** 0.0640 *** 0.0572 *** −0.0789 *** −0.0425 *** 0.0640 *** 0.0579 *** −0.0794 *** −0.0425 *** 0.0641 *** 0.0585 *** −0.0800 ** 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) 0.00870 *** 0.00242 *** −0.0158 *** 0.00480 *** 0.00865 *** 0.00261 *** −0.0161 *** 0.00475 *** 0.00865 *** 0.00258 *** −0.0160 *** (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) (0.001) 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) 0.00029 *** 0.00024 *** −0.0006 *** 0.00014 *** 0.00028 *** 0.00024 *** −0.00067 *** 0.00013 *** 0.00028 *** 0.00024 *** −0.0007 *** (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000) −0.00147 *** −0.00220 *** 0.00443 *** −0.000745 ** −0.00147 *** −0.00215 *** 0.00436 *** −0.000757 ** −0.00146 *** −0.00221 *** 0.0044 *** (0.000) (0.000) (0.001) (0.000) (0.000) (0.000) (0.001) (0.000) (0.000) (0.000) (0 No LI means households without life insurance. Monetary amounts are PPP-adjusted and in thousand Euros. The dummy SPH variable refers to SPH = 1 if poor health (indicating level 3, 4, or 5) and SPH = 0 if good health (indicating level 1 for very good, 2 for good). OHS variable is the determinant of current overall health as this variable not only considers the SPH status but also the numbers of chronic diseases. FHR evaluates the increasing function of the average number of risky behaviors (smoking, drinking, and a sedentary lifestyle), the household's Asymptomatic Objective Health Status (measured as the average number of diseases, blood pressure, blood cholesterol, and osteoporosis), and decreasing function of average household grip strength. Standard errors in parentheses, *** p < 0.01, ** p < 0.05, * p < 0.1. Source: the SHARE data and OECD.Stat (https://stats.oecd.org/Index.aspx).
